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Abstract 
Background: Our aim is to determine the relationships among patient demographics, patient history, surgical expe-
rience, and conversion rate (CR) during elective laparoscopic cholecystectomies (LCs).
Methods: We analyzed data from patients who underwent LC surgery between 2005 and 2014 based on patient 
charts and electronic documentation. CR (%) was evaluated in 4013 patients who underwent elective LC surgery. The 
relationships between certain predictive factors (patient demographics, endoscopic retrograde cholangiopancreatog-
raphy (ERCP), acute cholecystitis (AC), abdominal surgery in the patient history, as well as surgical experience) and CR 
were examined by univariate analysis and logistic regression.
Results: In our sample (N = 4013), the CR was 4.2%. The CR was twice as frequent among males than among females 
(6.8 vs. 3.2%, p < 0.001), and the chance of conversion increased from 3.4 to 5.9% in patients older than 65 years. The 
detected CR was 8.8% in a group of patients who underwent previous ERCP (8.8 vs. 3.5%, p < 0.001). From the ERCP 
indications, most often, conversion was performed because of severe biliary tract obstruction (CR: 9.3%). LC had to be 
converted to open surgery after upper and lower abdominal surgeries in 18.8 and 4.8% cases, respectively. Both AC 
and ERCP in the patient history raised the CR (12.3%, p < 0.001 and 8.8%, p < 0.001). More surgical experience and high 
surgery volume were not associated with a lower CR prevalence.
Conclusions: Patient demographics (male gender and age > 65 years), previous ERCP, and upper abdominal surgery 
or history of AC affected the likelihood of conversion. More surgical experience and high surgery volume were not 
associated with a lower CR prevalence.
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Background
In all, 10–15% of developed societies are affected by chol-
ecystolithiasis [1]. The number of cholecystectomies that 
are performed has gradually increased worldwide since 
Open Access
*Correspondence:  abraham.szabolcs@med.u-szeged.hu
1 Department of Surgery, Szent-Györgyi Albert Medical 
and Pharmaceutical Center, University of Szeged, Semmelweis u. 8, 
6725 Szeged, Hungary
Full list of author information is available at the end of the article
Page 2 of 7Ábrahám et al. BMC Surg          (2021) 21:151 
1950. With the introduction of the operative technique 
for laparoscopic cholecystectomy (LC) and the popularity 
of minimally invasive surgery, cholecystectomies became 
a routine procedure in the 1990s. [1, 2]. At our institution 
the first LC was performed in March, 1991 (Béla Baltás). 
Currently, 90% of acute and elective cholecystectomies 
are performed laparoscopically [3–5], and the portion of 
open surgeries is decreasing. The conversion rate (CR) 
could be a quality indicator of surgical practice in the 
case of laparoscopic surgeries. The CR shows the por-
tion of converted cholecystectomies compared with all 
gallbladder removal surgeries that begin as laparoscopic 
procedures. During acute and elective LC surgeries of 
178,875 patients, the national CR was 4.86% in Hungary 
between 2005 and 2013, and this value was based on the 
itemized healthcare data of the National Healthcare Ser-
vices Center (formerly National Institute of Quality and 
Organizational Development in Healthcare and Medi-
cines) (OENO:55118; OENO:55119) [6, 7].
According to a recently published systematic review 
article, the average CR varies widely between 1 and 30% 
[8–11]. There are preoperative and intraoperative indi-
cations for conversion. In addition to the general patient 
characteristics such as male gender [12], older age, obe-
sity, the presence of other concomitant illnesses, and 
worse physical status of the patient (e.g., higher American 
Society of Anesthesiologist (ASA) score) have an effect 
on laparoscopic technique during cholecystectomies. 
The gallbladder and biliary tract status, as confirmed by 
abdominal ultrasound, and other diseases (such as biliary 
tract obstruction and acute biliary pancreatitis), which 
indicate the necessity of endoscopic retrograde cholan-
giopancreatography (ERCP) before surgery, also have a 
significant role in conversion [8, 9, 13–17]. Besides the 
abovementioned factors, surgical proficiency and compe-
tence can also affect the likelihood of conversion [13].
Our research was motivated by the fact that few arti-
cles have been published on elective cholecystectomies 
in terms of the conversion rate [18–20], hence there is 
research gap. Since conversion can give rise to several 
negative consequences such as longer surgery time, pro-
longed hospitalization, slower recovery [8], higher rates 
of readmission, and increasing morbidity and mortality 
[9], it is essential to assess the potential risk factors for 
conversion.
Our aim is to determine the relationship among patient 
demographics, patient history, surgical experience, and 
the conversion rate (CR) during elective LCs.
Methods
Ethical permission for this study was obtained from the 
Regional Human Biomedical Research Ethics Committee 
of the University of Szeged (74/2016-SZTE).
We retrospectively analyzed cholecystectomies per-
formed between 2005 and 2014 in the Department of 
Surgery, University of Szeged. Altogether, cholecystec-
tomy was performed in 4,438 patients over the study 
period. The indications for elective cholecystectomies 
were symptomatic cholecystolithiasis and conditions 
with previous biliary tract obstruction, acute biliary pan-
creatitis, and acute cholecystitis. Patients were allocated 
to surgeons independently from the expected difficulty of 
the cholecystectomy.
Patients who underwent urgent/early cholecystecto-
mies (acute cholecystectomies) due to acute cholecystitis 
were excluded from the study. Acute cholecystitis were 
defined by Tokyo Guideline 2018 [21]. We defined the 
surgery as elective cholecystectomy after acute cholecys-
titis, if at least 3 weeks elapsed since the hospital admis-
sion due to acute cholecystitis. Primary open elective 
cholecystectomies were also excluded from the analysis 
(see Fig. 1). Decision on the exclusion was done by two 
general surgeons and discrepancies were resolved by dia-
logue. The CR was determined as a percentage and was 
based on the ratio of the overall converted surgeries and 
the sum of converted and laparoscopic surgeries (num-
ber of converted surgeries/(number of converted surger-
ies + number of LC surgeries) × 100).
The CR was stratified by gender and patient age (18–
65  years and 65 + years). We examined the impact of 
previous upper and lower abdominal surgeries and that 
of preoperative ERCP due to different indications on the 
conversion rate. The indications for preoperative ERCP 
were divided into four categories: moderate biliary tract 
obstruction (elevated serum alkaline phosphatase and 
gamma-glutamyl transferase, normal bilirubin level, 
and biliary tracts without dilatation), severe biliary tract 
obstruction (elevated serum bilirubin and ultrasound 
findings of biliary tract dilatation), acute biliary pancrea-
titis, and other indications. Moreover, we examined how 
the CR was affected by acute cholecystitis and related 
ultrasound-guided transhepatic drainage prior to gall-
bladder removal surgery and by the time elapsed between 
acute cholecystitis and elective cholecystectomy. We also 
analyzed the impact of surgical proficiency and surgeon 
experience on the CR. In our department, every sur-
geon perform LC irrespective of sub-specialisation. Each 
surgeon was categorized into three groups according to 
annual surgery volume for cholecystectomy: low-volume 
surgeons (≤ 10 surgeries per year), moderately high-vol-
ume surgeons (11–40 surgeries per year), and high-vol-
ume surgeons (> 40 surgeries per year). We created three 
additional groups among the surgeons based on their 
clinical experience at the time of the surgery, calculated 
in years (≤ 6  years of experience, 7–15  years of experi-
ence, and > 15  years of experience). In Hungary, general 
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surgery residency training requires six years. Surgical 
residents operate under supervision before specializa-
tion, at which point they perform surgeries on their own. 
In the study period, the surgical method was standard 
and technical conditions has not changed substantially.
The potential influencing factors for conversion were 
examined by univariate analysis (Welch’s two-sample 
t-test and Fisher’s exact test) and by logistic regression.
Results
According to the aforementioned exclusion criteria, the 
data of 4013 patients who underwent elective cholecys-
tectomy during the study period were analyzed (Table 1). 
LC was performed in 3846 cases (95.8%), and LC was 
converted to open surgery in 167 patients (4.2%) (Fig. 1). 
The CR was twice as high among males (6.8% vs. 3.2% 
in females), and patient’s age was also higher in the con-
verted group (Table  1). The conversion rate was mini-
mally elevated after lower abdominal surgeries (4.8%), 
but reached 18.8% after upper abdominal surgeries. Both 
acute cholecystitis and ERCP in the patient history raised 
the CR (12.3%, p < 0.001 and 8.8%, p < 0.001; see Table 1).
The indication of preoperative ERCP did not show 
any correlation with the CR (Table  1). Overall, of 256 
patients with a history of acute cholecystitis, 34 required 
conversion to an open procedure during the elective 
cholecystectomy (after achievement of the non-inflam-
matory stage).
The different timing (between 3–6  weeks or after 
6 weeks) of elective cholecystectomy after acute inflam-
mation has not been associated with conversion rate 
(Table 1.).
During the 10-year study period, 56 surgeons per-
formed the abovementioned 4013 surgeries. The CR 
ranged between 3.7% and 4.4% in the different groups of 
surgeons (low-volume, moderately high-volume, or high-
volume surgeons). An analysis of the time that elapsed 
since graduation (surgeon’s experience) found that the 
CR was inversely related to surgical experience: (Table 1). 
The assessed patient characteristics and risk factors were 
similar in the three surgeons’ group.
According to the univariate analyses, older age, male 
gender, previous upper abdominal surgery, acute chol-
ecystitis, ultrasound-guided drainage, and preopera-
tive ERCP were more frequent in the converted group 
(Table  1). All of these factors confirmed a higher likeli-
hood of conversion (odds ratio above 1) based on the 
results of the multivariate logistic regression (Table  2): 
age (OR: 1.032; CI: 1.019–1.045), male gender (OR: 1.582; 
CI: 1.104–2.268), ultrasound-guided drainage (OR: 2.218; 
Fig. 1 Flowchart showing the number of patients who met the inclusion criteria, those who were excluded, and those who were enrolled in the 
final analysis (LC laparoscopic cholecystectomy, CR conversion rate)
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Table 1 Impact of patient/physician-related characteristics on conversion calculated using univariate analysis
1 Welch’s t-test; 2Fisher exact test; 3Chi-Square test






Number of patients (%) 3846 (95.84%) 167 (4.16%) –
Age (years) Mean ± SD 54.09 ± 14.72 61.54 ± 13.60  < 0.0011
20–65 2893 101 (3.37%)  < 0.0012
65 + 953 66 (6.48%)
80 + 86 15 (14.85%) –
Gender Men 1009 74 (6.83%)  < 0.0012
Women 2837 93 (3.17%)
Lower abdominal 
surgery (N/A: 397)
No 2208 84 (4.76%) 0.1162
Yes 1261 63 (3.66%)
Upper abdominal 
surgery (N/A:397)
No 3335 116 (3.36%)  < 0.0012
Yes 134 31 (18.78%)
Acute cholecystitis 
in patient history 
(N/A:350)
No 3258 114 (3.38%)  < 0.0012
Yes 256 35 (12.03%)
Timing of surgery (N/A: 41) Between 3–6 weeks 42 6 (12.50%) 0.8044
After 6 weeks 179 23 (11.39%)
ERCP in patient his-
tory (N/A:1)
No 3411 125 (3.54%)  < 0.0012
Yes 434 42 (8.82%)
Indication for ERCP Acute biliary pancreatitis 98 9 Not tested
Moderate biliary tract obstruction 90 9
Severe biliary tract obstruction 184 20




1–10 per year 889 38 (4.10%) 0.6853
11–40 per year 2191 102 (4.45%)
 > 40 per year 697 27 (3.73%)
Mean ± SD 27.53 ± 22.45 2 7.26 ± 20.88 0.8811
Surgical experience 
(years)
0–6 years 699 20 (2.78%) 0.0033
7–15 years 1209 42 (3.36%)
 > 15 years 1869 105 (5.32%)
Mean ± SD 16.23 ± 9.46 21.09 ± 11.99  < 0.0011
Table 2 Impact of patient/physician-related characteristics on conversion analyzed using multivariate analysis (logistic regression)
B regression coefficient, CI confidence interval, OR odds ratio, CI confidence interval, ERCP endoscopic retrograde cholangiopancreatography, US ultrasound
B p OR 95% CI for OR
Lower Upper
Gender (male) 0.459 0.013 1.582 1.104 2.268
Age 0.031  < 0.001 1.032 1.019 1.045
Previous acute cholecystitis 1.229  < 0.001 3.419 2.219 5.268
Previous US-guided gallbladder drainage 0.796 0.132 2.218 0.788 6.245
Previous upper abdominal surgery 1.705  < 0.001 5.501 3.458 8.750
Previous lower abdominal surgery 0.269 0.138 1.308 0.918 1.866
Previous ERCP 0.784  < 0.001 2.190 1.441 3.329
Time since graduation (baseline: 0–6 years)
 Time since graduation: 7–15 years 0.211 0.499 1.235 0.670 2.274
 Time since graduation: > 15 years 0.552 0.051 1.737 0.997 3.026
Constant  − 6.099  < 0.001
Page 5 of 7Ábrahám et al. BMC Surg          (2021) 21:151  
CI: 0.788–6.245), preoperative ERCP (OR: 2.190; CI: 
1.441–3.329), previous upper abdominal surgery (OR: 
5.551; CI: 3.458–8.750), and previous acute cholecystitis 
(OR: 3.419; CI: 2.219–5.268). The most clinically relevant 
factors with the highest odds ratios were previous upper 
abdominal surgery and acute cholecystitis (Table 2).
Discussion
Laparoscopic cholecystectomy (LC) is the “gold stand-
ard” for the surgical management of symptomatic chole-
cystolithiasis. Compared with open cholecystectomy, the 
minimally invasive laparoscopic technique causes minor 
surgical stress and less postoperative pain for patients, 
and it is associated with shorter hospitalization, quicker 
recovery, better cosmetic results, and lower prevalence 
of impaired wound healing. Thus, it can be considered a 
more economical solution than open surgery [13, 22].
Most publications on the CR do not distinguish 
between emergency and elective surgeries [8–10, 12, 
22], hence the novelty of this work that it focus on elec-
tive surgeries. Elective and emergency surgeries are 
performed for different indications. In addition, the 
patient’s condition and the intraoperative circumstances 
may result in different conversion rates. We focused our 
research solely on elective surgeries. In these surgeries, 
we examined patient- and surgeon-related characteristics 
that may influence the CR.
In our study, the CR was found to be 4.2% during elec-
tive LC surgeries. Prior clinical studies also drew atten-
tion to risk factors for conversion. In the retrospective 
study by van der Steeg et  al. [13], which included 972 
patients and focused on both acute and elective surger-
ies, male gender, age older than 65  years, acute chol-
ecystitis, and obstructive icterus were identified as the 
risk factors for the conversion of LC. Ercan et  al. [20] 
also analyzed the predictive factors of conversion. 
According to their findings using multivariate analysis, 
previous abdominal surgery, preoperative ERCP, high-
grade adhesions, and scleroatrophic gallbladder were 
the predictive factors for conversion. In the systematic 
review and meta-analysis that included 32 studies pub-
lished by Rothman et  al. in 2016 [9], the preoperative 
risk factors for conversion were investigated in 460,995 
patients. They found that in addition to the echo-con-
firmed gallbladder status (gallbladder wall thickening 
greater than 4–5  mm and contracted gallbladder), age 
older than 60–65 years, male gender, and existing acute 
cholecystitis were the risk factors for the conversion 
of LC to open surgery. However, they did not confirm 
any correlation between previous abdominal surger-
ies and conversion to open surgery. This latter result is 
partly inconsistent with our findings, in which previous 
lower abdominal surgery did not have a considerable 
influence on conversion, but the likelihood of conver-
sion significantly increased after upper abdominal sur-
gery. In their prospective study involving 8820 patients, 
Sutcliffe et  al. [8] found the following six significant 
predictive factors: older age, male gender, indication for 
surgery, ASA score, thick-walled gallbladder, and com-
mon bile duct dilatation.
Although the likelihood of conversion was not associ-
ated with the surgeon’s annual surgery volume, surgical 
proficiency discreetly influenced the CR according to this 
study. Our study indicates that surgical proficiency, that 
is, the time spent in clinical practice, surprisingly does 
not lead to decreased conversion rates and that it was 
associated with a higher CR (Table 1). Surgical residents 
had to convert LC surgeries less often than more experi-
enced surgeons (2.8 vs. 3.4% and 2.8 vs. 5.3%). In 2015, 
Rothman et al. [23] conducted a prospective cohort study 
consisting of 36,231 patients. They did not examine the 
surgeon’s annual surgical volume in relation to conver-
sion, but they did analyze the total number of surgeries 
performed before the study period. They compared mod-
erately high-volume surgeons (50 to 100 surgeries) and 
surgeons with more than 200 LC surgeries. Conversion 
was almost twice as high in the latter group (OR: 1.80; 
95% CI: 1.51–2.14). Thus, it seems that a lower volume 
of surgeries is not a risk factor for conversion [24, 25]. 
In a study consisting of 37,636 patients, Jolley et al. [26] 
analyzed patients’ medical data and surgical complica-
tions that emerged during the learning curve of resident 
surgeons. That study came to a similar conclusion as we 
did in terms of CRs of young resident surgeons: resident 
involvement did not result in a higher number of conver-
sions [26]. Further investigations are needed to explore 
the reasons for the lower-than-expected CR among sur-
geons with less experience, butas studied patient char-
acteristics and risk factors for CR were similar among 
surgeon’s groups with different experience (0–6  years, 
7–15  years, 15 + years) this might not affect results (we 
cannot say that younger surgeons operated less compli-
cated patients). 
One obvious reason could be behavioural factors (trust 
and enhanced experience in open surgeries, opt for safe 
and predictable conversion instead of continuing LC with 
unpredictable surgery duration) resulted in higher CR in 
the experienced surgeons group.
The limitation of our research is that some preoperative 
conditions, patient’s risk factors (e.g. body mass index, ASA 
score, gallbladder and biliary tract status) or intraoperative 
factors (e.g. length of surgery) or duration of symptoms 
were not analyzed as predictive factors of CR. Due to the 
retrospective nature of data collection, certain type of bias 
(e.g. reporting bias) cannot be excluded, however its effect 
on study findings is considered minimal. Furthermore, this 
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was a single-center study, which limits the generalizability 
of the results.
Conclusion
In our study, in addition to patient demographics (male 
gender and age > 65  years) and previous ERCP, we found 
that history of acute cholecystitis and upper abdominal 
surgery were the most influential factors in conversion. 
Knowledge of these factors is important because we can 
predict the anticipated difficulties and the likelihood of 
conversion before surgery. Both the operating surgeon 
and the assistant can prepare for the surgery, and we can 
account for the possibility of incidental open surgery and 
the difficulties that may arise from prolonged anesthesia.
Abbreviations
LC: Laparoscopic cholecystectomy; CR: Conversion rate; AC: Acute cholecys-
titis; ASA: American Society of Anesthesiologist; ERCP: Endoscopic retrograde 
cholangiopancreatography; OR: Odds ratio; B: Regression coefficient; CI: 




Manuscript inception: SA, TN, DV, IT, AO, LA, JT, VK, JP, LL: collecting data. SA, 
RB, MM, and GL: analyzed the data. SA, TN, ZS, AP, GL, and RB: interpreted 
the patient’s data. SA, RB, TN, and GL: were major contributors in writing the 
manuscript. All authors read and approved the final manuscript.
Funding
There are no funding sources for this retrospective clinical study.
Availability of data and materials
This retrospective clinical study contains clinical data from the electronic 
medical record in the Department of Surgery, University of Szeged. Additional 
information is available from the corresponding author on reasonable request 
from the editor.
Declarations
Ethics approval and consent to participate
Ethical permission for this study was obtained from the Regional Human 





The authors declare that they have no competing interests.
Author details
1 Department of Surgery, Szent-Györgyi Albert Medical and Pharmaceuti-
cal Center, University of Szeged, Semmelweis u. 8, 6725 Szeged, Hungary. 
2 Department of Clinical Pharmacy, University of Szeged, Szeged, Hungary. 
Received: 30 October 2020   Accepted: 11 March 2021
References
 1. Stinton LM, Shaffer EA. Epidemiology of gallbladder disease: cholelithiasis 
and cancer. Gut Liver. 2012. https ://doi.org/10.5009/gnl.2012.6.2.172.
 2. Litynski GS. Erich Mühe and the rejection of laparoscopic cholecystec-
tomy (1985): a surgeon ahead of his time. JSLS. 1998;2:341–6.
 3. Keus F, de Jong JAF, Gooszen HG, van Laarhoven CJHM. Laparoscopic vs. 
open cholecystectomy for patients with symptomatic cholecystolithiasis. 
Cochrane Database Syst Rev. 2006. https ://doi.org/10.1002/14651 858.
CD006 231.
 4. Bray F, Balcaen T, Baro E, Gandon A, Ficheur G, Chazard E. Increased 
incidence of cholecystectomy related to gallbladder disease in France: 
analysis of 807,307 cholecystectomy procedures over a period of seven 
years. J Visc Surg. 2019. https ://doi.org/10.1016/j.jvisc surg.2018.12.003.
 5. Coccolini F, Catena F, Pisano M, Gheza F, Fagiuoli S, Di Saverio S, et al. 
Open vs. laparoscopic cholecystectomy in acute cholecystitis. Systematic 
review and meta-analysis. Int J Surg. 2015. https ://doi.org/10.1016/j.
ijsu.2015.04.083.
 6. National Healthcare Services Center PULVITA Egészségügyi Adattárház 
(Revision 2). In: PULVITA Egészségügyi Adattárház (Revision 2). https ://
www.eadat lap.hu/PULVI TAsys R2/SysLo gin/index .php. Accessed 16 Oct 
2020.
 7. National Healthcare Services Center Hungarian Health insurance data. 
http://opend ata.hu/datas et/gyems zi-adatt ar-tetel es-egesz segug yi-adato 
k-hunga rian-healt h-insur ance-data. Accessed 16 Oct 2020.
 8. Sutcliffe RP, Hollyman M, Hodson J, Bonney G, Vohra RS, Griffiths EA. 
Preoperative risk factors for conversion from laparoscopic to open 
cholecystectomy: a validated risk score derived from a prospective UK 
database of 8820 patients. HPB (Oxford). 2016. https ://doi.org/10.1016/j.
hpb.2016.07.015.
 9. Rothman PJ, Burcharth J, Pommergaard H-C, Viereck S, Rosenberg J. Pre-
operative risk factors for conversion of laparoscopic cholecystectomy to 
open surgery—A systematic review and meta-analysis of observational 
studies. Dig Surg. 2016. https ://doi.org/10.1159/00044 5505.
 10. Hu ASY, Menon R, Gunnarsson R, de Costa A. Risk factors for conversion of 
laparoscopic cholecystectomy to open surgery—A systematic literature 
review of 30 studies. Am J Surg. 2017. https ://doi.org/10.1016/j.amjsu 
rg.2017.07.029.
 11. Tang B, Cuschieri A. Conversions during laparoscopic cholecystectomy: 
risk factors and effects on patient outcome. J Gastrointest Surg. 2006. 
https ://doi.org/10.1016/j.gassu r.2005.12.001.
 12. Genc V, Sulaimanov M, Cipe G, Basceken SI, Erverdi N, Gurel M. What 
necessitates the conversion to open cholecystectomy? A retrospective 
analysis of 5164 consecutive laparoscopic operations. Clinics (Sao Paulo). 
2011. https ://doi.org/10.1590/s1807 -59322 01100 03000 09.
 13. van der Steeg HJJ, Alexander S, Houterman S, Slooter GD, Roumen MH. 
Risk factors for conversion during laparoscopic cholecystectomy—expe-
riences from a general teaching hospital. Scand J Surg. 2011. https ://doi.
org/10.1177/14574 96911 10000 306.
 14. Utsumi M, Aoki H, Kunitomo T, Mushiake Y, Yasuhara I, Taniguchi F, et al. 
Preoperative risk factors for conversion of laparoscopic cholecystectomy 
to open cholecystectomy and the usefulness of the 2013 Tokyo Guide-
lines. Acta Med Okayama. 2017. https ://doi.org/10.18926 /AMO/55440 .
 15. Amin A, Haider MI, Aamir IS, Khan MS, Choudry UK, Amir M, et al. Preop-
erative and operative risk factors for conversion of laparoscopic cholecys-
tectomy to open cholecystectomy in Pakistan. Cureus. 2019. https ://doi.
org/10.7759/cureu s.5446.
 16. Ibrahim Y, Radwan RW, Abdullah AAN, Sherif M, Khalid U, Ansell J, et al. A 
Retrospective and prospective study to develop a pre-operative difficulty 
score for laparoscopic cholecystectomy. J Gastrointest Surg. 2019. https ://
doi.org/10.1007/s1160 5-018-3821-y.
 17. Papandria D, Lardaro T, Rhee D, Ortega G, Gorgy A, Makara MA, et al. Risk 
factors for conversion from laparoscopic to open surgery: analysis of 
2138 converted operations in the American College of Surgeons National 
Surgical Quality Improvement Program. Am Surg. 2013;79:914–21.
 18. Sanabria JR, Gallinger S, Croxford R, Strasberg SM. Risk factors in elective 
laparoscopic cholecystectomy for conversion to open cholecystectomy. J 
Am Coll Surg. 1994;179:696–704 (PMID: 7952482).
 19. Ishizaki Y, Miwa K, Yoshimoto J, Sugo H, Kawasaki S. Conversion of elective 
laparoscopic to open cholecystectomy between 1993 and 2004. Br J 
Surg. 2006. https ://doi.org/10.1002/bjs.5406.
Page 7 of 7Ábrahám et al. BMC Surg          (2021) 21:151  
•
 
fast, convenient online submission
 •
  
thorough peer review by experienced researchers in your field
• 
 
rapid publication on acceptance
• 
 
support for research data, including large and complex data types
•
  
gold Open Access which fosters wider collaboration and increased citations 
 
maximum visibility for your research: over 100M website views per year •
  At BMC, research is always in progress.
Learn more biomedcentral.com/submissions
Ready to submit your research ?  Choose BMC and benefit from: 
 20. Ercan M, Bostanci EB, Teke Z, Karaman K, Dalgic T, Ulas M, et al. Predictive 
factors for conversion to open surgery in patients undergoing elective 
laparoscopic cholecystectomy. J Laparoendosc Adv Surg Tech A. 2010. 
https ://doi.org/10.1089/lap.2009.0457.
 21. Okamoto K, Suzuki K, Takada T, Strasberg SM, Asbun HJ, Endo I, et al. 
Tokyo Guidelines 2018: flowchart for the management of acute cholecys-
titis. J Hepatobiliary Pancreat Sci. 2018. https ://doi.org/10.1002/jhbp.516.
 22. Ballal M, David G, Willmott S, Corless DJ, Deakin M, Slavin JP. Conversion 
after laparoscopic cholecystectomy in England. Surg Endosc. 2009. https 
://doi.org/10.1007/s0046 4-009-0338-1.
 23. Rothman JP, Burcharth J, Pommergaard H-C, Bardram L, Rosenberg J. Less 
surgical experience has no impact on mortality and morbidity after lapa-
roscopic cholecystectomy: a prospective cohort analysis. Surg Laparosc 
Endosc Percutan Tech. 2015. https ://doi.org/10.1097/SLE.00000 00000 
00020 9.
 24. Donkervoort SC, Dijksman LM, de Nes LCF, Versluis PG, Derksen J, Ger-
hards MF. Outcome of laparoscopic cholecystectomy conversion: is the 
surgeon’s selection needed? Surg Endosc. 2012. https ://doi.org/10.1007/
s0046 4-012-2189-4.
 25. Donkervoort SC, Dijksman LM, Versluis PG, Clous EA, Vahl AC. Surgeon’s 
volume is not associated with complication outcome after laparoscopic 
cholecystectomy. Dig Dis Sci. 2014. https ://doi.org/10.1007/s1062 
0-013-2885-5.
 26. Jolley J, Lomelin D, Simorov A, Tadaki C, Oleynikov D. Resident involve-
ment in laparoscopic procedures does not worsen clinical outcomes but 
may increase operative times and length of hospital stay. Surg Endosc. 
2016. https ://doi.org/10.1007/s0046 4-015-4674-z.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.
